1978; DHSS, 1980), while others -using different data sets and methods -have found no such inequity (Collins and Klein, 1980; O'Donnell and Propper, 1991) .
The present article aims to contribute to this debate, but it takes a somewhat different focus to the dominant concerns of earlier studies. First, it concentrates upon the use of health services by children, a particularly significant group of health service users whose distinctive patterns of health status and health care use have not previously been adequately distinguished from that of the population as a whole (Botting, 1995) . Second, it uses measures of socio-economic status other than social class which better capture the range of factors affecting the circumstances of families in the mid-1990s. Finally, patterns of health care use are also examined in relation to ethnicity, which has emerged in recent studies as a significant dimension of inequality in the use of health care services by adults (Rudat, 1994; Nazroo, 1997; Smaje and Le Grand, 1997) .
Equity and socioeconomic status
The appropriate definition of equity in relation to the use of health services has been the subject of considerable debate (see, e.g., O'Donnell and Propper, 1991; Le Grand, 1991; Mooney et al., 1991; Wagstaff et al., 1991; Pereira, 1993) . In this article we select a particular definition of horizontal equity as the basis for our analysis: equity is achieved where individuals or groups with equivalent health status use the same amount of service, a definition often expressed in the phrase 'equal treatment for equal need'. Although this is at best an imperfect measure of equitable access to health care, it has been widely employed in previous studies. Since our focus is upon differences between particular population groups, it is likely to give a reasonable overall indication of how well health services are performing.
Research has concentrated overwhelmingly on equity in relation to socioeconomic status, usually measured by occupational class. It has consistently been shown that health service use in the population as a whole is greater among groups of lower occupational status compared to the professional and managerial classes, leading some to conclude that equity has been successfully achieved by the NHS (Rein, 1969) . However, to conform to our definition of equity, analysis of absolute levels of use is inadequate; it is necessary to control for differences between groups in the need for health care. When controlling for 'need' on the basis of health status -which is poorer among groups of lower socioeconomic status -the results are less conclusive. Some studies have suggested that groups of lower occupational status make less use of services than higher ones (Brotherston, 1975; Forster, 1976; Le Grand, 1978; DHSS,1980) , while this is not supported in other research (Collins and Klein, 1980; O'Donnell and Propper, 1991) .
Most of these studies have used occupational class as the sole indicator of socioeconomic status. However, it may be that other measures capture dimensions of socioeconomic status which are missed in occupational data alone. For example, Balarajan et al., (1987) found that housing tenure was more closely associated with health service use than measures of occupational social class, although Haynes (1991) found that housing tenure and car ownership explained little of the variation in the use of GP and hospital services after controlling for morbidity; the latter study, however, excluded children. Poor housing conditions have been shown to be particularly detrimental to the health and safety of children. Bad housing is associated with an increase in respiratory illness (DoE, 1981) . For children under 5 years, accidents are most likely to occur within the home environment (Roberts et al., 1995) and evidence strongly suggests that there is a socioeconomic patterning to the incidence of fatal accidents (Roberts et al., 1995; Roberts and Power, 1996) .
There has been little research on patterns of children's utilisation of health services in relation to other measures such as car ownership or parental employment status. However, these may be significant not only as measures of socioeconomic status, but also as factors which directly affect the ease of access to health services and therefore the decision to use them. In this article we therefore adopt a somewhat wider definition of socioeconomic status than occupational standing, examining housing tenure, parental employment status and car ownership as well as social class.
Ethnicity and equity
Research on the use of health services in Britain has focused upon ethnicity less commonly than upon socioeconomic status. However, Balarajan et al. (1991) found that, after controlling for age and socioeconomic group, the use of outpatient services was much reduced for minority ethnic children, particularly Indian boys, compared to the white population. Although this indicates significant variation in the use of hospital services by different ethnic groups, the study did not control for variations in health need between groups.
More recently, Smaje and Le Grand (1997) showed that the use of hospital services for all ages was generally lower for minority ethnic groups than whites relative to their level of health need. All minority ethnic groups in the under 45 age group exhibited a lower utilisation of outpatient services than the white population after controlling for need and socioeconomic status. There was less ethnic variation in the use of inpatient services, although children and younger adults in the Indian population were, overall, 20 per cent less likely to have had an inpatient stay in the last year relative to whites. However, this study did not disaggregate the results for children and younger adults.
In contrast to the lower use of hospital services observed for some minority ethnic groups, several studies have shown that the utilisation of GP services by children is equivalent or greater for most minority ethnic groups than for the white population (Rudat, 1994; McCormick and Rosenbaum, 1990) . Balarajan et al. (1989) showed that, after controlling for age, sex and socioeconomic group, there were no significant ethnic differences for either sex, although there was some evidence that Pakistani boys were more likely to consult a doctor over the two-week period than white boys. However, this study did not control for health need, therefore no conclusions can be made about equity in service use. Smaje and Le Grand (1997) found evidence of greater use of GP services relative to the white population among Caribbean and Pakistani populations for all ages after controlling for socioeconomic status and health need, while other ethnic groups -most notably the Chinese -were less frequent users of services. Again, however, children's use of services was not specifically distinguished.
A number of studies have confirmed that GP utilisation appears to be typically higher among South Asian populations than other ethnic groups (Johnson et al., 1983; Gillam et al., 1989; Benzeval and Judge, 1993; Nazroo, 1997) , but attention to the possible 'under-use' of hospital services by minority ethnic groups has been less common. Although it would appear that ethnic differences in health and health service use do exist in addition to class and geographical variations (Department of Health, 1991) , the mechanisms underlying this have not been clarified. This article updates previous research by using nationally representative data to examine the use of both primary and acute services by children from different ethnic groups in the mid-1990s, while controlling for health need. Exploratory analysis of the possible factors underlying these patterns is also undertaken.
Children and the use of health services
Previous studies of equity in the use of health services have generally focused on adults, either excluding children under 16 years of age from the analysis or combining these younger age groups with the general adult population. There have been few specific studies of health service use by children. Yet children and young people form an important, albeit heterogeneous, social group whose health care experience properly requires separate attention from the adult population. There are three structural features of the child population which suggest that this might be so. First, figures from the 1994 General Household Survey show that children under 16 years of age are heavy users of health care services, and those under 4 years use more GP services than any other age group, with the exception of those aged over 75 (Bennett et al., 1996) . Second, minority ethnic groups in Britain -which display distinctive patterns of health care use -have a comparatively youthful age profile in relation to the general population; lack of specific attention to children's use of service may therefore conceal considerable inequities between ethnic groups. Finally, it has been demonstrated that health inequalities are not a persistent feature of the life course, with a lack of social variation in morbidity observed in young people aged 16-19 years compared to the more marked social class gradients observed for infants and adults (West, 1988) . Thus, there is a good prima facie case for a detailed examination of patterns in the use of health services by children as a first step to identifying potential sources of inequity in the experience of health and health care over the life course.
Few studies have examined ethnicity, social class and other measures of material resources as a basis for determining equity in the use of health services, especially among children. Studies on ethnicity and equity that exclude structural variables may produce misleading results as any 'ethnic effect' may primarily reflect the structural disadvantage of minority ethnic groups. Moreover, measures of socioeconomic status, particularly occupational status, may capture rather different socioeconomic realities in different ethnic groups (Smaje, 1996) .
In summary, the main aims of this study are,
• to determine whether equity is achieved in relation to socioeconomic status in children's use of GP, outpatient and inpatient services • to determine whether equity is achieved in relation to ethnicity in children's use of GP, outpatient and inpatient services • to examine the mechanisms underlying any inequity in utilisation between different socioeconomic and ethnic groups and to consider the implications of these results for the provision of health care.
DATA S O U RC E A N D M E T H O D S
The data used in this analysis are from the British General Household Survey (GHS). This survey provides a nationally representative sample of approximately 10,000 households each year. Interviews are conducted with all adults aged 16 and over. A response rate of 80-82 per cent is typically obtained (Bennett et al., 1996) . There are some limitations to the GHS data set: the data is cross-sectional; it is limited to private households only; responses for children are answered by proxy (usually by their mother), introducing some possible sources of bias; questions have not been thoroughly validated across ethnic groups; and the questions on health status, ethnicity and particularly health care utilisation provide only indicative evidence for the nature of the encounter between health care providers and users from different ethnic groups. Nevertheless, the GHS provides a useful and nationally representative picture of the general patterning of health care use by ethnic group and socioeconomic status. This article is based on pooled GHS data from three years; 1991/2, 1992/3 and 1993/4, yielding a nationally representative sample of 20,473 children aged 0-19 years, all of whom are living in the parental home. Information about children's health status and health service use is related to the socioeconomic characteristics of the family or household.
Use of health services
The GHS contains data about children's use of both primary and secondary health care services: general practitioner consultations in the two weeks prior to the interview, outpatient visits in the three months prior to the interview and inpatient stays in the year prior to the interview. For children under the age of 16 years, these questions are answered by the person assuming most responsibility for the child, usually a parent, and those aged 16-19 years answer on their own behalf. If the answer indicates that a GP consultation or hospital visit was made within the specified time period, then information is obtained for every child under 16 years of age living in that household who used that service. A summary of the health utilisation measures used in this paper is given in Box1.
Health status Two measures of morbidity are used as indicators of health status:
• Whether the child has a non-limiting or limiting longstanding illness (LI and LLI respectively).
• Whether the child has had to 'cut-down' on activity within the last two weeks because of ill health, with additional information about the number of days that activity was restricted.
The former measure relates to chronic illness, whereas 'cut-down' measures more acute periods of ill health. As acute illness is measured over a two-week time period, this measure is not included in the analyses of outpatient and inpatient services which cover time periods of three months and one year respectively.
Morbidity is used as a proxy for the level of 'health need' for children's use of general practitioner and hospital services, therefore our assumption is that a poorer health status leads to a greater need for health care services. By entering these variables in a multivariate model, the relative importance of health 'need' as a determinant of health service use can be assessed, along with socioeconomic and demographic variables. If the use of health services is equitable according to the principle of 'equal treatment for equal need' then any significant social variation should disappear when controlling for variations in child morbidity.
Ethnicity of child
The GHS contains information about ethnic groups which was collapsed into five broad categories for the purposes of this analysis; White, Black Caribbean, Indian, Pakistani/Bangladeshi and 'Other' (we do not examine the last group in detail, because of its artificial and heterogeneous character). The analysis was constrained to these rather broad categories in order to achieve an adequate sample size. Indeed, for part of the analysis a further aggregation of Indian and Pakistani/Bangladeshi children into a single 'South Asian' group has been necessary. Thus, we adopt a pragmatic definition of ethnicity which is largely dictated by the nature of the ethnic question in the GHS. We acknowledge that some of the 'ethnic' categories employed are at best somewhat crude, while nevertheless maintaining that they do capture some of the salient ethnic distinctions in contemporary Britain; see Smaje (1995 Smaje ( , 1996 for further discussion of these points.
Social class, family structure, employment and structural variables Occupational social class: The occupational social class of the family unit head is used as an indicator of the socioeconomic position of the child's family. The socioeconomic groupings were collapsed into six broader categories for analysis. All social class measures are based upon current occupational status, or the last occupation if not employed at the present time.
Family structure and employment status of parents: This variable combines information about the child's family structure and his/her parent's employment status, thus providing a measure of labour market participation for the family unit. For children living in couple households, information is included about the current employment status of both parents, for example, whether both parents, one parent or neither parent is in paid employment. Lone parent families are divided into those in paid work or not.
Housing tenure and car ownership: these are included in the analysis as measures of structural disadvantage that apply to the child's household. Households are divided into three categories of tenure; owner occupied, privately rented and local authority/housing association property. The car ownership measure distinguishes between households that own two or more cars, one car or have no car.
Overview of analysis
Multivariate logistic regression analysis is used to assess the association between health need (proxied by morbidity) and health service use for children aged 0-19 years after controlling for the main effects of social class of the family unit head, structural disadvantage (housing tenure and car ownership), family employment and ethnicity. If health service use for this age group is equitable according to the principle of 'equal treatment for equal need', then any significant variation in the use of GP and hospital services should be attributed only to the child's level of morbidity. If social class, structural disadvantage, family employment or ethnicity are associated with significant variation in health service utilisation then we conclude that inequity exists in children's use of these services. The logistic model used in our analysis can be summarised by the following equation:
Children's use of GP, outpatient and inpatient services = f (age, sex, ethnicity, social class, family employment, structural disadvantage, health need)
GP, outpatient and inpatient service use by children are treated as separate, dependent variables in the analysis, with a separate logistic model computed for each service. Social class, family employment, structural disadvantage and ethnicity are all treated as categorical independent variables. The age of the child is included in the model in paired years. For interpretive convenience, utilisation rates for minority ethnic groups are expressed in relation to the rates in the white population. This entails no assumption that the latter are in any sense the correct or appropriate ones.
Results of the analyses are presented as a series of odds ratios. These demonstrate the log of the probability that a child with specific background characteristics will use the health service within the specified time period (p) compared to the probability that a child with identical characteristics except in relation to the variable of interest will not use these services (1-p).
R E S U LT S Figure 1 provides an initial overview of the use of GP, outpatient and inpatient services by children from different ethnic groups without controlling for differences in health need or socioeconomic position.
The proportion of children with reported GP consultations in the Indian and Pakistani/Bangladeshi groups is, at approximately 16 per cent, slightly higher than the figure of 14 per cent for white children. In contrast, these groups have a low use of outpatient services relative to whites, with only 5 per cent of Pakistani/ Bangladeshi children visiting an outpatient department -less than half that of whites at 11 per cent. All minority ethnic groups have lower use of hospital inpatient services, especially black Caribbean children; only 2.5 per cent of these children have been inpatients within the last year compared to 5 per cent of Pakistani/Bangladeshi children and 6 per cent of white children. Thus, as is the case in the adult population, children in certain minority ethnic groups appear to show an inconsistent pattern in the use of the three kinds of health services in comparison to white children. Given the high or comparable use of GP services relative to whites among children in these groups, one would expect high or comparable use of hospital services, whereas in fact it is lower. We characterise these opposed findings in relation to GP and hospital care as an 'ethnic paradox'.
In contrast to this ethnic variation, Figure 2 shows the results found when use of services is examined in relation to social class of family unit head. Here, there is no evidence of any consistent class variation in the use of primary care, with comparable levels of GP consultation observed for children from professional and from unskilled classes. The use of outpatient services is also characterised by a lack of class difference. Some evidence of a class gradient is found for the use of hospital inpatient services, with 5.5 per cent of children from professional class backgrounds being inpatients compared to 7.2 per cent in the unskilled classes, but this pattern is not consistent across all socioeconomic groups. The overall lack of statistically significant class variation contrasts with previous results reported for adults (Le Grand 1978; Evandrou et al., 1992) . Our results confirm Forster's (1976) suggestion that there is less class variation for these younger age groups compared with the adult population, and that the effects of a child's social class background on their use of health services may not become fully apparent until later in the lifecourse.
However, measures of structural disadvantage may be more important than occupational social class in explaining health service use by children. Table 1 the proportion of children in each age group who were hospital inpatients in the last year. For all age groups, children living in local authority housing are most likely to be hospital inpatients, followed by those living in privately rented housing. No association between the utilisation of health services and car ownership was found, and no further analysis of this variable is reported.
Multivariate analysis
The analysis has identified variations in children's health service utilisation using measures of ethnicity and housing tenure, but highlighted a lack of social class differences in health service use. We now employ logistic regression analysis to examine the relative influence of these factors in more detail. Figure 3 shows the odds ratios of utilisation for each health service across the different minority ethnic groups relative to the white population when controlling for the independent effects of age, sex and social class position. Both South Asian groups are more likely to visit the GP than white children, but this difference is only statistically significant for Indian children. Utilisation of outpatient and inpatient services is significantly lower for both Indian and Pakistani/Bangladeshi children relative to whites. Reported use of all three kinds of health service is lower for black Caribbean children than white children, and a hospital inpatient stay is less than half as likely for them. This association between ethnicity and health service use persists after adjusting for social class, therefore these results cannot readily be attributed to lower socioeconomic status. When the family's employment status and housing tenure are added to the model, this ethnic patterning is retained, with both South Asian groups having higher GP utilisation relative to whites, although this is only statistically significant for Indian children ( Table 2 ). The likelihood of GP consultation is reduced for black Caribbean and 'other' ethnic groups relative to whites, but these differences are not statistically significant. In contrast, the odds ratio of outpatient use is significantly lower for both Indian and Pakistani/Bangladeshis compared to whites, with a smaller reduction also observed for the black Caribbean group. Similarly, the use of inpatient services shows significant ethnic variation. **Significance of difference from the reference category: * P < 0.05, ** P < 0.01 *** P < 0.001. Significance of variable in the model; +P < 0.05, ++P < 0.01, +++P < 0.001. Source: General Household Survey 1991 /2, 1992 /3, 1993 to white children, the odds ratio of being a hospital inpatient in the last year for Indian and black Caribbean children is at least half that for white children. These results clearly illustrate the 'paradoxical' relationship between primary and secondary care use among these minority ethnic groups. The family employment status variable is significantly related to the likelihood of children using a GP service. Children living in single-parent families where the parent is not employed are significantly more likely to consult a doctor than children in two-parent families where both parents are working. These lone parent families are more likely to live in deprived circumstances than dual-earner families and to be reliant on social benefit payments. However, it is important to note that any deprivation experienced by this group is independent of the effects of housing tenure which is also included in the model. Children's use of inpatient and outpatient services do not significantly vary according to family structure and employment status.
Housing tenure is significantly associated with children's use of inpatient services but not outpatient or GP services. Reinforcing the results shown in Table 1 , the odds of an inpatient stay are nearly 50 per cent higher for children living in local authority housing than children who live in owner occupied housing. There is some evidence that local authority housing is associated with increased use of outpatient services (OR 1.10) but this is not statistically significant. Table 2 has shown evidence of social variation in children's use of health services according to their ethnicity, family structure and parental employment and housing tenure, but not according to social class. However, it would be inappropriate to conclude that the provision of health services is inequitable for this age group, without taking into account any variations in health need. Table 3 presents a logistic regression model which controls for children's morbidity and is used to assess whether any social variation persists after controlling for health need, and therefore whether equity is achieved. It shows that children's health need is the most powerful determinant of use for GP, outpatient and inpatient services. There is a positive linear relationship between the length of acute illness and the likelihood of consulting a doctor over the two-week period. Children with longstanding illness (LI) are over four times as likely to use outpatient services and over five times as likely to stay as an inpatient than children without any chronic illness.
The model in Table 3 also shows that the ethnic variations found in Table 2 remain robust even when need is included in the model. When controlling for differences in underlying morbidity, children of Indian origin remain significantly more likely to consult a doctor than white children. The use of outpatient services also remains significantly lower for both South Asian groups relative to whites, but this is not the case for their use of inpatient services. Similarly, the Black Caribbean group **Significance of difference from the reference category: * P < 0.05, ** P < 0.01, ** P < 0.001. Significance of variable in the model: +P < 0.05, ++P < 0.01, +++P < 0.001. Source: General Household Survey 1991 /2, 1992 /3, 1993 remains less likely to use both outpatient and inpatient services than white children, with variations in health need not accounting for their substantially reduced odds of using inpatient services. The typically lower utilisation of hospital services by minority ethnic children and the increased use of GP services by the South Asian group relative to their level of health need is consistent with earlier findings for a broader age-range (Smaje and Le Grand, 1997) . Our analysis is now extended to consider the possible mechanisms underlying the existence of this 'ethnic paradox' and its implications for the quality and outcome of health care received by children from minority ethnic groups.
Understanding the ethnic paradox
Interpretation of the results for minority ethnic children in relation to our definition of equity is not straightforward; use of GP services appears if anything to favour children from some minority ethnic groups, while the opposite is the case for hospital services. However, this patterning of service use may indicate that the GP consultation itself constitutes the point at which an inequitable experience of the health care system originates. Children from particular ethnic groups may receive a poorer initial consultation, necessitating further GP visits and, furthermore, a differential 'filtering' into hospital care via GP referral. Accordingly, it may be hypothesised that:
I high use of GP services reflects unsatisfactory treatment at the initial consultation for a given episode of illness among the relevant ethnic groups, necessitating further consultation II low use of hospital services reflects either (a) inappropriately low levels of GP referral or (b) low levels of referral uptake among these groups
The most likely mechanisms underlying these possibilities would appear to be (i) communication difficulties between patient (or patient's parent) and GP (ii) discrimination in consultation and referral by GPs according to type of patient (iii) differences between GPs themselves which co-vary with the ethnic profile of the patient population, and which affect both (a) the character and frequency of consultations for a given illness episode, and (b) GP referral behaviour (such differences may include the characteristics of urban as against rural GPs, or the characteristics of GPs associated with their own ethnicity) (iv) ethnic differences in the tendency of patients (or their parents) to take up hospital referrals
Limitations of the GHS data prevent a full examination of these possibilities, and in the following analysis we therefore restrict ourselves to adducing some indirect evidence in relation to some of these mechanisms. We propose to examine two issues:
(a) whether consulting with the GP more than once in a two-week period displays an ethnic patterning (b) whether parental place of birth is associated with ethnic differences in the use of GP and acute services
If people from minority ethnic groups typically consult more frequently in a particular two-week period for a given episode of illness, this might suggest that initial problems are going unresolved at the first visit and would lend some indirect support for hypothesis I, which might be explained by any of mechanisms (i) -(iiia). Further light is shed upon mechanisms (i), (ii) and possibly (iv) by examining parental place of birth. Parents born abroad are less likely to be familiar with the British health care system and with the characteristic structure and expectations of particular types of consultation; this is likely to be exacerbated by the lack of a common language in some cases, particularly among some South Asian groups. Thus, parental place of birth proxies for both linguistic and extra-linguistic factors which may affect the expectation or outcome of the consultation. These may reflect communication difficulties which prevent easy diagnosis and appropriate treatment, or they may reflect a more complicated combination of GP and parental expectations about the purpose and outcome of the consultation which become routinised by both parties into particular strategies of consultation and referral for a given 'type' of patient. In a sense, this point could be regarded as an acculturation hypothesis; UK-born parents have a greater store of knowledge about conventional ways of using health services. However, we make no assumption that their level of use should be a normative standard. Nor do we assume that the GP is a neutral party to the process; health professionals have considerable power to normalise their own constructions of 'appropriate' use, but there is no intrinsic reason why either the patient or the policy analyst should take such judgements as given. Indeed, the implication of our equity definition is that, at the aggregate level, no con-siderations other than health need constitute acceptable normative criteria for service use. Herein lies the possibility of mechanism (ii), that observed patterns reflect discrimination or 'cultural racism' against those who do not conform to the professional's view of appropriate or 'normal' users. In relation to ethnic patterns of multiple consultation, Table 4 shows the frequency of GP visits in the previous two-week period by ethnic group. For children without an illness in the previous two weeks, the proportion consulting a GP on two or more occasions is comparable for white, Indian and Pakistani/Bangladeshi children, and there is some evidence that repeat consultations are lower for black Caribbean children compared to all other ethnic groups. However, when only children reporting acute illness in the last two weeks are considered, an ethnic pattern emerges, with higher proportions of children from all minority ethnic groups consulting twice or more in the two-week period in comparison with white children. This lends some indirect support to hypothesis I. Use of health services by parental place of birth is examined in Figures  4 and 5 . The migrant status of both parents was analysed, but association with the use of health services was only found in relation to mater- Figure 4 . Odds ratios of GP use by migrant status of parents and ethnic group of child, after controlling for age, sex, socio-economic group and health status of child ** Significance of difference from the reference category of white children with two UK born parents. * P < 0.05, ** P < 0.01, * P < 0.001. Source: General Household Survey 1991/2, 1992/3, 1993/4. Figure 5 . Odds ratios of Outpatient use by migrant status of parents and ethnic group of child, after controlling for age, sex, socio-economic group and health status of child. Significance of difference from the reference category of white children with two UK born parents. * P < 0.05, ** P < 0.01, * P < 0.001. Source : General Household Survey 1991 /2, 1992 /3, 1993 nal place of birth. This is probably because it is mothers who are more frequently involved in accessing health services on their children's behalf. The results reported here therefore relate only to maternal place of birth. Figure 4 indicates that South Asian children with a migrant mother are 33 per cent more likely to report a GP consultation relative to white children with UK-born mothers, a finding which is statistically significant; conversely, South Asian children with two UK-born parents report lower levels of consultation after controlling for their socioeconomic position (although the small sample size should be noted for this group). For all other ethnic groups, having a migrant mother is associated with a reduced probability of GP consultation relative to the children of white UK-born parents and a lower probability than for minority ethnic children whose parents are both UK born. Figure 5 shows results for the use of outpatient services. In contrast to the results found for GP utilisation, the odds ratio of South Asian children with a migrant mother attending an outpatient department is half that of white children with two UK-born parents. However, for South Asian children with both parents born in the UK, the odds of outpatient service use are higher than that observed for whites in this category, although again it is important to note the small number of South Asian parents who are both UK-born.
More generally, Figures 4 and 5 suggest that service utilisation for minority ethnic children with UK-born parents is closer to that of white children than when their mother is born abroad. Patterns of service use are associated with maternal place of birth, particularly among South Asian children, lending some indirect support to the suggestion that communication difficulties or GP discrimination may underlie part of the 'ethnic paradox'. Thus, South Asian children with parents born overseas may be experiencing poorer quality consultations overall, although the mechanisms underlying this would seem likely to be quite complicated. Indeed, the lower use of services by Caribbean children with UK-born parents may indicate a divergence in underlying patterns of utilisation between ethnic groups, and these results do not support a monocausal 'acculturation' factor as the explanation for ethnic patterns in health care use.
C O N C L U S I O N S
The results show that while there are no clear socioeconomic differences in health service use, minority ethnic -and particularly South Asianchildren display an inconsistent or 'paradoxical' pattern of service use. South Asian children have a higher utilisation of GP services than white children, after adjusting for differences in socioeconomic position and health need. There is also evidence of higher 'multiple' consultations for a given illness episode. In contrast, the use of outpatient and inpatient services is much lower for minority ethnic children compared to the white population. However, where the child's mother was not UK-born, utilisation of GP and outpatient services diverged from that of children with UK-born parents of the same ethnic group, whose use of services more closely resembled that of white children with UK-born parents.
It is not possible to determine the underlying factors which might account for this finding from the available data. While factors associated with the behaviour of migrant parents may be involved, it would be inappropriate to assume that patterns of consultation will converge to an 'appropriate' norm, and it may be that discrimination of some kind in the GP consultation and referral process is involved. More detailed research about the quality and the nature of care received by people from minority ethnic groups, as well as GP referral patterns to specialist hospital services, is needed to discover the mechanisms underlying this apparently paradoxical pattern of health care use.
